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Abstract
Recent evidence attests to the shortcomings of typical services for improving outcomes among emerging adults
with serious mental health conditions (SMHCs). Researchers and providers have responded by developing new
programs and interventions for meeting the unique needs of these young people. A significant number of these
programs and interventions can be described as taking a positive developmental approach, which is informed by
a combination of theoretical sources, including theories of positive development, self-determination, ecological
systems, and social capital. To date, however, there has been no comprehensive theoretical statement describing
how or why positive change should occur as a result of using a positive developmental approach when intervening with this population. The goal of this article is to propose a general model that “backfills” a theory behind
what appears to be an effective and increasingly popular approach to improving outcomes among emerging
adults with SMHCs.

Introduction
In the USA and other Western countries, the
length of time between the end of adolescence and
the attainment of various markers of adulthood has
been increasing over the past few decades. Compared to earlier cohorts, young people now are taking longer to complete their education, establish
a career, and achieve ﬁnancial independence, and
they marry and establish families later.1
This extended period of being “in between”
adolescence and adulthood is now increasingly
recognized as a discrete stage of life, and referred
to as “emerging adulthood.” According to Arnett,1
who coined the term, this period of life extends between the years of about 18 and 25, and it is typical
for young people in this stage of life to be focused
on identity exploration and to experience a great

degree of instability, for example, in jobs, life goals,
relationships, and living situations.
The period of emerging adulthood is typiﬁed
by both opportunities and challenges as young
people transition into roles and relationships that
require increased commitment and responsibility.
For emerging adults who experience serious mental
health conditions (SMHCs), the challenges may be
particularly pronounced. Compared to their peers,
emerging adults with SMHCs tend to fare worse in
terms of educational attainment, career success, and
community integration,2–4 and they are more likely
to have legal troubles or become parents at a young
age.5 What is more, many of the emerging adults
who experience SMHC are vulnerable and/or atrisk in other ways. For example, there are high rates
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of SMHCs among young people in this age range
who are homeless or who have had experience in
the special education, child welfare, or juvenile justice systems.6–12
Despite the obvious need for effective services,
there is growing evidence that typical services are
neither attractive to nor developmentally optimal
for emerging adults with SMHC.5,13,14 There is a
steady decrease in mental health service utilization
as adolescents approach the age of majority,14 and
among adults, those in the youngest cohort are least
likely to access treatment.13,15 Young people in their
late teens and early to mid-twenties experience typical adult services as not well adapted to their needs
or culture, and providers report having difﬁculty
ﬁnding adequate age-appropriate mental health
services for their clients.5,16–18 What is more, there
are few programs and intervention approaches that
have been speciﬁcally designed to respond to the
developmental needs and challenges of this population.19,20 Adult providers are not usually trained in
adolescent or early adult development, and so they
are unprepared to work with emerging adults with
SMHCs, who tend to be less developmentally mature than their age alone would suggest.5,14 However, there is evidence that, when age-speciﬁc services
are available, utilization increases.21
Over the last decade, as evidence of the inadequacy of typical services has grown, researchers and
providers have responded by describing and developing promising approaches for meeting the unique
needs of emerging adults with SMHCs. One strand
of this effort has focused on creating and evaluating
programs and interventions that are speciﬁcally tailored to emerging adults (or “transition-aged youth
and young adults,” which may include young people aged 16 and 17), or adapting approaches originally developed for children or adults.21–27 Another
strand of effort has focused on mining the existing
literature and/or securing expert consensus in order
to produce guidelines or recommendations regarding core elements and service strategies that should
be included in programs designed to improve outcomes for emerging adults with SMHCs or for
other populations of young people (e.g., secondary
students with any type of disability) among whom
SMHCs occur at high rates.8,28–37
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Across an important subset of these research
reports, reviews, guidelines, and related documents, there appears to be a level of convergence
regarding key features of practice within programs
and interventions that are (in the case of research
studies) or are considered likely to be (in the case
of the research reviews and consensus statements)
effective in improving outcomes for young people
with SMHCs. These reports and reviews reference a
variety of theoretical sources; however, to date there
has been no comprehensive theoretical statement
describing how or why positive change should occur as a result of using an approach that is characterized by the shared features. The goal of this article is to propose a general model that “backﬁlls”
a theory behind this kind of approach. The next
section of the article describes the shared features
of the approach and gives examples of research reports and other inﬂuential documents—including
consensus statements and large-scale federal grant
programs—in which these shared features are referenced. The subsequent section outlines the process
that was used for developing the theory. This is followed by a section describing the theory itself and
how it articulates with other key theoretical traditions in psychology and human development. The
article concludes with a discussion of implications
for behavioral health.

Shared Features of
Interventions and Programs
As noted above, there appears to be a fair
amount of agreement across a signiﬁcant subset of
research reports, reviews, and guidelines regarding key features that should be incorporated into
interventions and programs designed to improved
outcomes for young people with SMHCs. For example, there is the repeated citing of “person-centered
planning” as a recommended or best practice for
working with emerging adults to plan and coordinate their services and supports. While there is no
universal deﬁnition in the literature regarding the
precise deﬁnition of person-centered planning, essential features have been enumerated.38,39 A personcentered planning process is intended to support
an individual with a disability to achieve the goals

A Theory of Change for Positive Developmental Approaches to Improving Outcomes...

that are most important to him or her. The process
takes its direction from the person’s perspectives,
priorities, and preferences; incorporates and builds
on the person’s strengths and interests; and fosters
connections to community and natural supports.
Frequently, the reviews, reports, and guidelines
speciﬁcally emphasize the importance of a focus on
empowering participants and/or building their selfdetermination. Beyond person-centered planning,
a number of these same empirically supported programs and practice guidelines also endorse the importance of addressing multiple domains of functioning, in the manner described by Marsenich:
Increasingly, practitioners and researchers recognize that effective treatment of youth
with mental illness requires more than discrete mental health treatments but involves
comprehensive, integrated programs that also
incorporate supportive services, including
vocational training, housing, transportation,
etc.19 (p. 10)
There are a number of speciﬁc examples of
promising and/or empirically supported interventions and programs that have been speciﬁcally
designed to improve outcomes among emerging
adults with SMHCs and that are built around the
shared features described above. One important
example of an empirically supported approach that
is built around these shared features is the Transition to Independence Process (TIP), an intervention designed speciﬁcally with this population in
mind.25,38 TIP is implemented quite widely, having a presence in ten states (with 1 to 11 implementation sites per state) and in three regions in
the province of Ontario, Canada.40 Core elements
of the TIP model include person-centered planning covering multiple life domains and a focus
on enhancing strengths and competencies, connections to community and natural supports, and
self-determination skills. A national scan of promising programs for emerging adults with SMHCs41
presented case studies from ﬁve sites, two of which
were implementing TIP. Two of the remaining three
programs, while not speciﬁcally implementing
TIP nonetheless provided services consistent with
the shared features described above, i.e., providing

individualized, person-centered planning that was
based in strengths, addressed multiple life domains,
and was explicitly intended to promote empowerment/self-determination. A recent study used interviews with providers who were implementing
seven different empirically supported interventions—each of which had been speciﬁcally designed
to serve emerging adults with SMHCs—to identify
shared elements and practice principles.42 The elements and practice principles that providers held in
common across these programs also reﬂected the
shared features enumerated here.
These shared features also appear in recommendations and program requirements produced
under the auspices of federal agencies. For example,
the shared features appear as recommenda- tions in
the guide that was developed by the National Collaborative on Workforce and Disability for Youth
(NCWD/Y), an expert panel convened by the US
Department of Labor’s Ofﬁce of Disability Policy to
review research on evidence-based components of
effective transition systems and services for emerging adults with mental health needs.31 In its listing
of implications for practice, the guide recommends
that direct service approaches use a person-centered
approach to develop comprehensive, individualized
plans. The guide further recommends that service
approaches should build on the young person’s
strengths and interests, and promote self-determination and empowerment. In turn, the NCWD/Y
recommendations formed the basis for the interventions funded through the Social Security Administration’s Youth Transition Demonstration
project, a large national study intended to test the
most scientiﬁcally sound approach for supporting
successful transition to adult life for youth with disabilities (a plurality of whom had mental health disabilities).29,43 In 2009, the US Department of Health
and Human Services’ Substance Abuse and Mental
Health Administration funded seven states under
its Healthy Transitions Initiative. The goal of the
initiative was to create developmentally appropriate and effective youth-guided local systems of care
to improve outcomes for youth and young adults
with serious mental health conditions.44 Funded
states were required, among other things, to provide
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direct services that focused on multiple life domains, and were strengths-based, individualized
and empowerment oriented. More speciﬁcally,
funded sites were encouraged to implement services using program models that were developed under a previous funding initiative, Partnerships for
Youth Transition, and that were based in a personcentered planning process.45
Extrapolating from these principles and recommendations, it appears that there is a fair amount
of agreement among at least a signiﬁcant subset
of researchers and other experts regarding core
features of a cutting-edge approach for improving
outcomes for emerging adults with SMHCs. What
is missing across these various reports, however, is
a clear statement that postulates how or why positive change should occur when the recommendations or principles are followed in practice. Perhaps
this should not be surprising, given that, until very
recently, theory has been very sparse in the general
area of positive development during young/emerging adulthood and in the more speciﬁc area of promoting positive development among older adolescents and young adults who are at-risk, vulnerable,
or struggling.46–48
There are obvious advantages to building intervention efforts around a clear theoretical description of how and why the intervention activities
actually effect change among participants.49 First,
the speciﬁcation of a theory of change clariﬁes hypotheses regarding the causal pathways that connect intervention activities to outcomes and provides information about the postulated mediators
and moderators of change. This in turn promotes a
clearer understanding of the relative impact of different intervention elements or activities and facilitates the interpretation of both signiﬁcant and nonsigniﬁcant ﬁndings from research and evaluation.50
A clearly articulated theory of change is also
important for helping staff understand how desired outcomes are promoted by the interactions
and activities that they undertake with their clients. In other words, the theory helps staff to identify the “active ingredients” of their practice and,
presumably, to utilize these more intentionally and
effectively. Helping staff come to an understanding of
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pathways to change is important for any intervention,51–53 but may be particularly crucial for comprehensive interventions that provide services and
supports that are highly individualized. In contrast
to interventions that are more tightly scripted, individualized interventions typically require providers
to be ﬂexible in implementing elements and activities. An awareness of the theory of change can facilitate practitioners’ decision making about when and
why to implement a given activity or element. The
theory thus acts as a guide to achieving “ﬂexibility
within ﬁdelity”54 and facilitates providers’ discretion in drawing on an intervention’s active ingredients under complex decision contexts. Theoretical
understanding informs providers’ decisions about
selection, sequence, and pacing as they deploy their
repertoire of diverse intervention tools.
Finally, the identiﬁcation of a general theory of
change may have a further advantage in the context
of interventions for emerging adults with SMHCs,
by allowing the interventions as a group to be conceptualized in terms of a framework of common
elements and common factors.55 Meta- analyses of
outcome studies of psychotherapy among adults
have provided evidence for the existence of common factors—i.e., features of provider-client interpersonal processes or a general practice “mode”—
that are important for engaging clients in purposive
collaboration and that are highly determinative of
outcomes regardless of the speciﬁc treatment model
being used.56 Another strand of research, emerging from the ﬁeld of children’s mental health, has
identiﬁed practice elements—i.e., discrete, deﬁned
activities or procedures—that are common across
the treatment protocols of a large number of evidence-based and empirically supported interventions.57,58 Recently, efforts have been made to draw
together the work on common factors and common elements as a way of capitalizing on ﬁndings
from a pool of related research studies and drawing
guidance about how to maintain “ﬂexibility within
ﬁdelity” while also tailoring treatment in a highly
intentional manner, so as to respond to clients’ diverse strengths, needs, and life circumstances.55,57,59
As noted previously, a core feature shared across
many of the reports cited previously is the use of
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person-centered planning as a way of individualizing treatment and organizing selected services
and supports for emerging adults with SMHCs. The
planning process thus represents a core of common elements—i.e., procedures or activities—that
is shared across interventions. Similarly, the set of
commonly endorsed principles points to the existence of common factors—i.e., a general practice
mode that describes how providers collaborate with
young people to promote growth and change. Explicitly formulating these shared procedures/activities and principles in terms of common elements
and common factors may make it easier to capitalize on what is being learned in research, evaluation,
implementation, and practice, allowing insights
gained in one context to be more adeptly applied
in another, and perhaps stimulating a more rapid
growth in knowledge about effective ways to promote positive outcomes in an area where empirical
evidence is currently limited.

Developing the Theory
The goal of the work described in the remainder of this article was to propose a general model or
theory of change that would incorporate the core of
shared factors and elements that appear frequently
across the sources described earlier. The intention
was to describe how and why these features might
come together in practice and, as a result, promote
desired outcomes for emerging adults with SMHCs.
In other words, the idea was to “backﬁll” a theory
behind what appears to be an increasingly popular approach to working with this population. As
noted previously, this kind of theory can be useful
in formulating research and interpreting ﬁndings,
and it can be an asset to human resource development. Additionally, a clearly articulated model
can aid not only in work that conﬁrms the importance of various features of the model but also in
work that disconﬁrms or questions the assumptions that it contains. The model presented here is
thus not envisioned as an endpoint, but rather as
an effort to summarize and clarify an approach
to working with emerging adults that, for reasons
given below, the authors characterize as a “positive
developmental”approach.

The model was developed over the course of
several years, using a multi-step process that has
been described in detail in a previous publication.60
The ﬁrst iteration of the model was informed primarily by a review of the literature described above.
The resulting model was written up and circulated
internally, to staff at the Research and Training
Center for Pathways to Positive Futures (Pathways
RTC), a federally funded center comprising eight
research projects and related dissemination, training, and technical assistance activities, all focused
on improving outcomes for emerging adults with
SMHCs. The research at Pathways RTC includes
intervention studies, and as a result, the staff includes direct service providers, some of whom are
peer mentors who have experienced SMHCs. Staff
feedback thus included the perspectives not just
of researchers but also of providers and of young
people who had themselves been clients of mental
health and related service systems. Staff members
were asked to read the model document and then
met as a group for discussion. Eight staff members
also provided detailed written feedback.
After feedback from staff was incorporated, the
revised theory was circulated to a set of ten nationally recognized experts outside of Pathways RTC.
These included specialists whose work focused on
development during emerging adulthood, as well
researchers who had created and tested interventions. Additionally, feedback was sought from providers and administrators in programs that implemented empirically supported interventions for
emerging adults with SMHCs. Finally, feedback was
also sought from young people and family members
who were active at a national level in efforts to improve services and systems for emerging adults with
SMHCs.
At the same time as the expert review was underway, Pathways RTC staff was conducting a series
of semi-structured interviews with young people
and providers.42 Participants in the interviews were
drawn primarily from agencies implementing the
empirically supported interventions cited previously. (Participants were also recruited from a culturespeciﬁc program that had demonstrated positive
outcomes in unpublished evaluation reports.)
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Attempts were made to engage at least one provider
and young person from each intervention cited previously; however, several interventions could not be
represented because they had been implemented as
grant-funded experiments and were no longer active. Ultimately, 11 providers and 7 young people
were interviewed. The interviews focused on eliciting participants’ reﬂections on the practice principles and elements that had been extracted from
the literature. Particular emphasis was placed on
eliciting speciﬁc practice examples that illustrated
what providers did to realize the principles in their
work with young people. Emphasis was also placed
on understanding participants’ own theories regarding how these practice elements contributed
to desired outcomes. This latter focus—which was
also a key aim of the feedback sought from administrators in empirically supported programs described above—was particularly important since
the theoretical and empirical literature offered little
detail that speciﬁcally described the causal linkages
between practice principles and practice activities,
and outcomes.
The theory was then revised yet again, incorporating and responding to the expert feedback
and the information gained through analysis of
the interview material. A description of this version of the theory was circulated to participants
who had been invited to attend Pathways RTC’s
state-of-the-science conference, held in May 2013.60
The conference was attended by representatives of
various stakeholder groups, including researchers,
practitioners, and administrators. (A list of attendees is provided in the appendices to the conference
proceedings.) More than a quarter of the attendees
were systems-experienced young adults who had
received treatment for SMHCs and related needs.
Parents and other family members were also well
represented. Over the course of the one-and-a-half
day conference, attendees participated in a series of
structured small- and large- group work sessions
focused on speciﬁc aspects of, or questions arising
from, the proposed theory of change. Proceedings
from the conference provide detailed information
on the precise nature of the feedback provided
by participants, as well as the methods used for
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eliciting that information.60 The version of the model that emerged after incorporating participants’
feedback and ideas was considered ready for wider
dissemination.
In essence, the theory describes an intervention
model in which a provider guides young people
through a process designed to help them learn to
drive their own development toward the future they
aspire to and the goals and roles they ﬁnd personally meaningful—i.e., to ﬁnd a path to a future they
desire. Referencing this process, Pathways RTC and
the positive developmental approach more generally, the theory of change is referenced from here
on as the “Pathways to Positive Futures model” or
“Pathways model” for short.

Positive Development
in Emerging Adulthood
In general, the purpose of positive development
interventions is to optimize developmental processes and to increase thriving for people who are
struggling, at-risk, and/or experiencing challenges
or poor outcomes. In other words, positive development interventions seek to restore and/or enhance
the same developmental processes that drive maturation and growth for “typically developing” peers
who do not experience such daunting levels of challenge. The Pathways model thus builds on existing
theories of positive development during late adolescence, young adulthood, and emerging adulthood
to describe optimal developmental processes. The
Pathways model also describes intervention elements and provider factors (i.e., the provider’s mode
of practice) and how these come together to restore
or enhance positive development for young people
whose developmental trajectory has been adversely
affected by SMHCs and related challenges.
Though contemporary theories that describe
positive development during the later teens and
twenties do not express a uniﬁed vision of exactly
how development occurs, they do contain a core of
similarity. Generally speaking, these theories are
derived from the premise that if young people are
connected through mutually beneﬁcial relationships to people and institutions in their social environments, and if young people are encouraged
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through those relationships to develop their skills
and abilities, then they will be set on a trajectory
leading to a future in which they will promote thriving within themselves and those around them. The
theories tend to draw on a set of broader psychosocial developmental theories and concepts, which
are then used to describe the dynamics that drive
development toward the emergence of a mature
adult identity and the acquisition of skill in the key
competency areas of emerging adulthood: educational/vocational, social, romantic, and civic. In
general, these key developmental outcomes are not
that different from those that have been associated
with adolescent development in the past; however,
there is recognition that, particularly given the contemporary phenomenon of a lengthening period of
transition to mature adulthood, work on these tasks
and competencies is typically initiated during adolescence but not completed until later.61–65
There are two main sets of theories that form the
core of descriptions of positive development during
the late teens and twenties.47,61,63–70 The ﬁrst set includes ecological development theories and related
systems theories and, to a lesser extent, theories
related to social networks and social capital.65,71–74
These theories focus on the way that individuals are
embedded in and interact with their life contexts or
“systems.” These systems include the self and more
intimate contexts such as family and peers, as well
as community groups and organizations, and larger
socio-cultural contexts. Development is stimulated
through feedback loops of communication, exchange and causality between the individual and
his contexts, and progresses by means of an ongoing
process of rebalancing, with the maintenance of stability and identity on one side, and the adaptation
to or desire for change on the other.47,75 Positive or
optimal development is characterized by adaptive
or mutually beneﬁcial relationships between an individual and her life contexts, so that the individual
contributes to the contexts that support her.47,76,77
The second set of theories focuses on emerging adults’ evolving capacity to direct their own
development and the acquisition of skills for doing so. These relatively abstract skills for directing one’s own development are referred to here as

“meta-developmental” skills. Key skill areas include setting personally meaningful goals, making
plans and taking action steps toward the goals, and
managing the outcomes of goal-directed efforts
by adjusting goals and or plans over time.64,67,68,78,79
Managing this process requires not just the ability
to plan and carry out goal- directed activity; it also
requires the ability to manage the cognitions and
emotions that arise around success and failure, as
well as those that come up as a young person confronts uncertainties and shifts of perspective that
are inherent in planning for the future. As a person
gains conﬁdence in his general ability to realize valued outcomes, his self-efﬁcacy, self-determination,
empowerment, and/or hope increase. Indeed, each
of these overlapping constructs has been linked to
positive outcomes for emerging adults.46,68,76,80–82
These two sets of theories are drawn together
here to describe positive development in emerging
adulthood. The merging of theories is accomplished
by pointing out that, as young people mature and
gain experience with different life contexts, they
also gain skill in managing connections to contexts,
understanding of the kinds of competencies that are
needed to function competently in different contexts, and knowledge regarding the extent to which
various contexts ﬁt with their goals and aspirations
for the future.47,68,83,84 In turn, this allows them to
manage decisions related to whether and how to engage with—and commit to—different life contexts,
and how to align their own strengths, needs, and
values with those of various contexts. It also allows
them to be intentional in pursuing speciﬁc skills—
including educational, vocational, interpersonal
and intrapersonal skills, and skills for self-care and
wellness promotion—that they need in order to
function competently in the contexts of their lives.
Thus, through the years of emerging adulthood, young people are engaged in ongoing processes in which goal-directed activity and connections to contexts interact in ways that promote the
emergence of a mature identity. In turn, identity is
supported and stabilized through enduring commitments to people, contexts, values, and longer
term life goals. When development is proceeding
optimally, the result is what can be described as
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a “virtuous cycle” of positive development, with
growth in one area promoting growth in others:
The young person reaches adulthood with a stable
sense of his own identity and with the competencies
and skills needed to undertake valued roles in the
contexts that support that identity. Assuming roles
in valued contexts and accomplishing age-related
milestones contribute to perceptions of self-respect,
well-being, and quality of life.

Positive Development for
Emerging Adults with SMHCs
The virtuous cycle of positive development during emerging adulthood is depicted on the right-

hand side of Figure 1. This section of the article proposes a description of how the provider factors and
intervention/program elements that characterize
a positive developmental approach (shown on the
left-hand side of the ﬁgure) come together to propel
the cycle. The section begins with a description of
the outcomes associated with the positive developmental cycle and their interconnection. Attention
then shifts to a description of the intervention/program elements and the provider factors. The section
ends with a description of process outcomes—i.e.,
the shorter term outcomes that can be assessed to
determine the extent to which the elements and factors are being implemented successfully as providers work with young people.

Figure 1. The Pathways Model
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Work to develop the Pathways model supported the virtuous cycle’s overall relevance in the
conceptualization of projects and interventions that
use a positive developmental approach for working
with young people with SMHCs. The sets of outcomes that are part of the cycle (meta-developmental skills, role- and context-related knowledge and
skills, positive connections to contexts, maturity)
are quite consistent with the literature on programs
and interventions for the population described previously. For example, a person-centered planning
process is clearly an opportunity for young people
to practice and learn the skills needed for driving
development. Outcomes sought by the programs
include skills necessary for, and competence in,
various contexts. Most typically, these are educational/vocational skills for job/career competence
and wellness-related skills for supporting mental
health and maintaining personal safety. Increases in
empowerment, self-efﬁcacy, or self-determination
were also mentioned fairly often.
Feedback from expert stakeholders and interviewers with providers and young people provided
additional detail and nuance about each of the outcome areas and the dynamics of the developmental cycle for emerging adults with SMHCs.42,60 For
example, most providers were quite explicit in seeing their roles as being centrally concerned with
helping young people acquire meta-developmental
skills. A number of providers also described in great
detail their efforts to help young people understand
and manage their connections to contexts of family, peers, and culture. Providers described the ways
they supported young people to negotiate their
roles in and across these contexts so that the connections were positive (i.e., mutually beneﬁcial as
described above) and supportive of their emerging
life goals. Providers noted that this can be particularly challenging when the values and expectations
of different contexts are incompatible to some extent. Young people and providers in culturally
speciﬁc programs had a somewhat unique focus on
the importance of values and commitments in helping emerging adults build mature, positive identity amid the challenges of competing values from
various contexts. Young people themselves placed

particular emphasis on the importance of skills
and knowledge for maintaining holistic mind/body
wellness given the challenges presented by medications and by a SMHC itself. Both young people and
providers noted the positive developmental consequences of gaining skills for and engaging in advocacy to improve mental health and related services
and systems. They also stressed how peer groups of
young people with SMHCs could be intentionally
organized to function as important positive developmental contexts, with group members providing
hope and inspiration, and acting as role models,
mentors, and advocates for one another.
As noted previously, the general intention of
positive developmental interventions is to restore
or enhance developmental processes that have been
compromised by high levels of risk and challenge.
Ample evidence exists showing that emerging adults
with SMHCs tend to lag behind their peers in attaining each of the types of outcomes included in the
Pathways model.3,22 Importantly, young people who
have received intensive services and/or had out-ofhome placements as children and adolescents often
have had few opportunities to develop meta- developmental skills, since these types of services tend
to be crisis driven, reactive, and highly compliance
oriented. Additionally, many of these systems-experienced young people have histories of trauma,
which can lead to extreme difﬁculties in forming
and sustaining positive connections to people and
contexts. Finally, for young people who ﬁrst experience psychosis or other SMHCs during the period
of emerging adulthood, deep wounds to identity and
severe attrition in connections to contexts are typical. In sum, for emerging adults with SMHCs, the
cycle of development can begin to function in what
could be characterized as a vicious cycle, with young
people growing progressively less connected to positive contexts, failing to develop skills and knowledge
needed for adult functioning, and becoming demoralized, passive, and/or reactive.

Common Elements and Common Factors
The discussion here of common intervention/program elements and provider factors relies
to a great extent on the information provided by
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individuals with direct experience with positive
developmental interventions or programs that incorporate the core shared elements and factors described previously. The descriptions that are offered
are thus the product of distillation and interpolation of material from the interviews, commentary,
and feedback that was gathered in the process of
developing the model,42,60 rather than a summary or
synthesis of previously existing theory or research.
This approach was required because the existing
theoretical and empirical literature related to the
general positive developmental approach being described here does not offer much speciﬁc detail regarding exactly how practice elements and factors
actually contribute to outcomes.
Intervention/program Elements
The left-hand side of Figure 1 is intended to depict the coming together of the common intervention/program elements (formalized activities, procedures or “pieces” of an intervention) and provider
factors (a principle-driven mode of interaction) as
providers work collaboratively with young people
with SMHCs to restore or enhance the positive
developmental cycle. Regarding intervention elements, the main steps of a structured, person-centered process for making and carrying out plans are
quite consistent across interventions, and most typically include envisioning a desired future, developing medium-term goals and short-term activities or
action steps consistent with the vision, carrying out
the activities, reviewing progress, celebrating success, adjusting goals, and so on. The provider, who
is typically thought of as a coach or facilitator, supports this process with collaboration and consultation, using knowledge about the young person’s life
contexts; community resources and social support/
social capital development; and support strategies
to help the young person create and carry out activities that have a good chance of being successful. In some cases, the young person (and the coach
or facilitator) works with a larger team to develop
and implement the whole plan or speciﬁc portions
of the plan. The intervention may encourage the
young person to focus primarily on a single or small
number of life domains (e.g., career development),
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or the intervention may be more comprehensive
and have a broader focus, with young people considering a variety of life domains and prioritizing
one or more for attention.
Other shared intervention elements are clearly connected to the set of shared practice features
outlined previously. For example, consistent with
the characterization of interventions as “strengths
based,” they typically include some kind of strengths
exploration that takes place early on. The strengths
exploration is a semi-structured conversation between the provider and the young person, during
which the provider draws out and highlights personal strengths and assets that the young person
may or may not have identiﬁed previously. In some
cases, information regarding strengths and assets
is also solicited from other people who know the
young person well. Information on strengths is incorporated into a strengths list or inventory, which
is then systematically referenced and updated as the
intervention unfolds. For example, activities that
are developed for the plan may be explicitly designed to draw on strengths listed in the inventory.
Additionally, the provider may engage the young
person in structured debrieﬁng after activities are
undertaken, in order to draw out information about
the strengths that were used in or revealed by the
activities.
Another key shared element reﬂects the attention that is placed by positive developmental interventions on facilitating connections to supportive
life contexts. In a manner similar to that used for
strengths, the provider often begins early in the
intervention to explore sources of social support/
capital that are available or potentially available to
the young person from a very wide variety of individuals, groups, organizations, and institutions.
This inventory of available support is then continually referenced and updated throughout the planning process, and activities that are developed for
the plan are designed explicitly to draw on, create,
build, or strengthen positive connections.
Stakeholders and interviewees also pointed out
how certain key intervention elements—i.e., procedures or processes—are systematically repeated over
time, as a means of explicitly teaching young people
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meta-developmental skills that can be applied not
just within the intervention but outside it as well.
For example, several interventions include a speciﬁc
set of steps for decision making. When difﬁcult decisions come up, providers coach the young people
through this procedure, which is designed to help
them more fully consider the ramiﬁcations of different courses of action for themselves and others
over both the shorter and longer term. Providers
noted that they encouraged young people to use this
decision-making procedure regardless of whether
or not the provider was present. Other repeated elements include procedures for developing goals that
are personally meaningful, ﬁguring out where to
begin work on large or complicated goals, evaluating goal-directed efforts, remembering to celebrate
success, and so on.
Provider factors
In addition to common intervention elements—
steps, procedures, etc.—positive developmental approaches are also characterized by provider factors,
i.e., principles that describe how providers should
interact with emerging adults. Principles are intended to guide providers’ practice at all times, regardless of the speciﬁc element of the intervention
that is being undertaken. Providers pointed out
that, for example, it is clearly possible to go through
the steps of the planning process in a way that does
not prioritize the perspectives of the emerging
adult, as would be necessary in if the planning were
truly person centered. The Pathways model thus assumes that principles will be consistently applied
across the intervention elements, with result that
momentum is contributed to the cycle of positive
development.
The ﬁrst principle requires that the provider
works in a way that promotes trust. A central part of
promoting trust is being transparent with the young
person and not attempting to coerce or manipulate
her. It also includes consistently modeling hopefulness and positive energy, and being reliable and following through with commitments. Though trust
is a fairly abstract concept, providers and young
people were quite speciﬁc about the kinds of things
providers could do to build it. Trust is widely seen

by providers and young people as an essential component for building the kind of relationship that allows the collaborative work of the intervention to
take place.
The second practice principle afﬁrms that the
work of the intervention is to be driven by the priorities and perspectives of the young person. This
means that the provider needs to have considerable
skill in drawing out what is meaningful and motivating to the young person, helping him to clarify
perceptions and priorities, and to identify feelings
of conﬂict, ambivalence, or ambiguity. Doing this
requires patience, skill, and self-awareness, so that
the provider can elicit and clarify without (intentionally or unintentionally) trying to replace young
people’s ideas and perspectives with her own.
The next principle reinforces the idea that
the provider is explicitly focused on helping the
young person learn and practice the meta-developmental skills so that he gains an increased sense
of conﬁdence, competence, and self-efﬁcacy. As a
result, instead of simply moving the young person
through a planning process, the provider is equally if not more focused on teaching skills (e.g., the
procedure for making difﬁcult decisions described
above) and helping the young person get a sense of
when to use which skills and how to combine various skills and steps into efforts to move toward valued goals and outcomes. Thus, the intervention is
less about creating a good plan (though a good plan
is also important) than it is about practicing planning as a way to help young people gain conﬁdence
in their own ability to make progress toward a positive future.
Another principle requires that the provider is
able to take a “motivational” approach that helps
the young person come to understand and experience himself in new ways. The use of “motivational” in this context is akin to—though also distinct
from—its usage in an evidence- based counseling
approach called Motivational Interviewing (MI).85
While MI is considered a client-centered counseling style, it is more directive than traditional clientcentered approaches because the therapist has an
intentional bias toward helping the client to explore
and make speciﬁc kinds of behavioral changes. The
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use of “motivational” in the Pathways model preserves this central idea of the provider as being
simultaneously client-centered and intentionally
biased. However, in the Pathways model, this idea
is applied quite broadly, since providers are motivational not just about supporting behavior change
(i.e., helping young people become more proactive in their own lives) but also about supporting
non-behavioral change, including change in selfconcept, identity, and social cognition. Thus, while
maintaining a client-centered stance, the provider
is also intentionally biased in helping young people
understand themselves and their contexts in ways
that help engage and sustain the virtuous cycle of
positive development.42
Striving to be both client-centered and intentionally biased may appear as a contradiction;
however, the point is to use the young person’s own
perspective as the basis for “bias.” The provider is
at pains not to be—and not to give the appearance
of being—manipulative or coercive. It is therefore
important for providers to be conscious and transparent with the young person about exactly what
they are being biased toward, and to be able to
communicate this clearly to the young person during the early stages of the intervention (e.g., by explaining transparently the point of the program or
intervention, the outcomes, how it will unfold, the
role of the provider in supporting development and
change, etc.). This sets the stage for the provider to
be transparent about “motivational” comments or
reﬂections made later on, by explicitly reminding
the young person of how a particular aspect of the
work ﬁts within the parameters of the intervention.
For example, the Pathways model describes
providers as being “motivational” toward building
perceptions and experiences of strengths and competence. This means that the provider is intentional
in working with the young person to draw out authentic talk about personally meaningful strengths,
skills, successes, and accomplishments; to facilitate
opportunities to develop and use these strengths; to
recognize success, growth, and accomplishments,
even when they may not be obvious; to explore how
strengths can and do contribute to accomplishments; and to explore and resolve ambivalence re-
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lated to having, developing, and/or using strengths.
The provider is able to allow the young adult’s perspectives and priorities to emerge while also guiding
and channeling the process by selectively drawing
out, working with, and reinforcing certain things
the young person says and does. The provider is
thus mildly but intentionally biased, motivational,
or directive—at all times alert and attuned to opportunities to make speciﬁc kinds of reﬂections
or summaries or connections between things the
young person has said. In short, the central purpose
behind this focus on strengths and competence is to
help the young person increase his understanding
of himself as someone who can do things that are
intrinsically meaningful, or that help in achieving
meaningful goals or making positive contributions
to contexts.
The provider is also biased and motivational toward acknowledging, building, and bolstering the
young person’s positive connections to contexts,
including individuals, groups, organizations, and
institutions whose values and impact are consistent
with the young person’s vision for himself and his
life. The provider is continually alert to the young
person’s mentions of contexts that could support
his positive development and to opportunities for
the young person to experience contributing positively to valued contexts. Providers also help young
people learn about and plan for acquiring the skills
they need to function in these valued contexts. For
example, providers are aware that families are often
key contexts for young people’s lives. But they are
also aware that relationships between young people
with SMHCs and their families are often strained,
conﬂictual, or even completely ruptured. Providers thus take a motivational approach in exploring
young people’s connections to their families and
the possibility of undertaking activities intended
to strengthen those relationships. In other words,
the provider works intentionally with the young
person’s own ideas and perspectives to probe and
question, exploring motivation and resistance without in any way trying to dictate what the young
person should feel or do. Should the young person
decide to work on building his family connections,
the provider may work with him to plan meetings

A Theory of Change for Positive Developmental Approaches to Improving Outcomes...

or activities with family members (with or without
the provider in attendance to facilitate the occasion
or support the young person), with the intention
of problem solving, improving communication, or
otherwise strengthening relationships. Part of this
work may include coaching the young person in
speciﬁc skills for handling uncomfortable topics or
situations in a productive way.
A further area of “bias” is toward expanding the
young person’s boundaries of competence. In other
words, the provider works to understand the young
person’s existing level of capacity—often referred
to as “starting where they’re at”—and supports the
young person to undertake activities in ways that
challenge or stretch her level of skill. The provider
may give active support at ﬁrst but has the goal of
withdrawing that support so that the young person can function independently and increase her
conﬁdence, knowledge, or skill. In particular, the
provider works to expand competence in the use
of meta-developmental skills by providing tools
(such as the process for making decisions described
previously), modeling and teaching their use, and
structuring opportunities to use them. Providing
this kind of support can be quite intricate, since
young people have very individualized patterns in
the level of development of different skills. The general vision for providing this kind of support is not
new, of course, and is quite typical of more general
Vygotskian approaches to teaching and learning,86
including adult learning. More recent work in positive psychology has shown that working at the edge
of existing competence tends to produce positive affect and enhance intrinsic motivation.87
Finally, providers are motivational toward discovery and activity. “activity” in this context simply
refers to doing something (versus nothing), while
“discovery” refers to generating opportunities to
explore something new. This exploration may or
may not have any immediate practical or pragmatic
purpose, but serves the more general goals of (1)
engaging motivation and exposing the young person to a wider range of ideas and life experiences,
and (2) helping the young person become used to
the idea of taking on and overcoming healthy risks,
for example by going to a new place, or meeting, or
talking to a new person.

Process outcomes
As work progresses, process outcomes can be
tracked to provide evidence about whether or not
the intervention or program is being carried out as
intended. The Pathways model proposes two general types of process outcomes that can be monitored
as a way of assessing the extent to which a provider
is being successful in implementing and blending
the elements and factors. The ﬁrst type of process
outcome focuses on whether or not providers are
actually carrying out the intervention elements, and
doing so in a way that reﬂects the factors/principles.
This sort of ﬁdelity to the intervention elements and
provider factors can be assessed using data gathered
in a number of different ways, for example, through
the use of in-person, video, or audio “observations”
of the provider at work; through conﬁdential surveys or interviews conducted with clients; through
structured debrieﬁng of providers; and/or through
the examination of documentation related to the
provider’s work with young people. It is likely that a
combination of these methods would be optimal—
and that the inclusion of some form of observation
would be necessary—so as to get an accurate assessment of the “dose” of intervention elements delivered as well as the consistency of principle-adherent
practice.
The second type of process outcome focuses on
what the young person is doing and learning as the
intervention unfolds. For example, it is important
to know whether the young person is actually engaging in activities that she believes are connected
to her longer term aspirations, and whether these
activities are helping her to build connections to
contexts and to acquire the knowledge and skills required to function competently in those contexts.
This type of process outcome would also include a
focus on the extent to which the young person has
an explicit awareness of her own growing competence, both in the use of meta-developmental skills
and in speciﬁc areas of activity.
The various reports cited earlier that describe
or recommend a positive developmental approach
for working with young people with SMHCs do
not generally focus much attention on process outcomes, and no instance was found of a strategy
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for assessing process outcomes (either in research
studies or in community practice) that included
observation of providers’ work. Two observations
emerging from the work to develop the Pathways
model60 might help explain this apparent lack of attention to process outcomes. The ﬁrst observation is
that there was a lack of clarity among providers and
program implementers regarding how to concretely
describe or objectively recognize principle-adherent practice (i.e., practice in which provider factors
were demonstrated). The second observation is that
these stakeholders could only describe a fairly small
number of practice elements, and that most of these
were associated with the early engagement phases
of interventions. Taken together, these two observations suggest that provider factors and program
elements—and importantly, how these intersect in
ongoing practice—remain incompletely conceptualized, which in turn makes them difﬁcult to measure. Developing clearer conceptualizations of process outcomes, and better strategies for measuring
them, is important not just for research purposes,
but for ongoing implementation, so that providers
and other stakeholders can know whether or not
the program elements are being implemented correctly and in sufﬁcient dose, and whether providers
are able to consistently interact with young people
in a principle-adherent manner.

Implications for Behavioral Health
Feedback gathered during the process of developing the Pathways model supports the idea that
the model appropriately represents what participating stakeholders believed providers should do to
implement a positive developmental approach in
their work with emerging adults with serious mental health conditions. However, it does not necessarily follow that all of the assumptions contained
in the model are true, that this is the only type of
approach that can produce positive outcomes, or
that the model is a complete description of what
providers can or should do to promote positive development among young people in this population.
Testing the model’s assumptions and exploring its
limitations will be key strands of work in further efforts to develop and reﬁne the model—or even to
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restructure or replace it, depending on the results of
future inquiry.
Fully testing the assumptions contained in the
model will require gathering and analyzing a variety
of types of outcome data, including mental health
status and functioning in different domains—e.g.,
employment, education, and community living—
as well as other longer term outcomes—e.g., those
related to positive connections to contexts, development of meta-developmental skills, and levels of
well-being or quality of life. Crucially, testing the
model will require improved conceptualization and
operationalization of process outcomes—including
ﬁdelity to program elements and provider factors/
principles—in addition to gathering and analyzing
data to measure them.
As described near the beginning of this article,
the shared features characteristic of a positive developmental approach appeared across a number
of research reports, consensus statements, and informal reviews. However, it is useful to consider
implications arising from the fact that some of the
sources did not reference all or even any of these
features. This suggests an important limitation of
the Pathways model, namely that it is only one possibly effective approach, and that approaches built
around different sets of key elements and/or factors
have also been successful in improving outcomes
for this population. This does not necessarily undermine the potential usefulness of the Pathways
model, since certainly it is possible that there are
multiple ways to work productively with the population, and/or that different approaches are effective
with different sub-populations.
Further work is needed to explore in detail
whether there are speciﬁc ﬁndings or recommendations in these other reports that would contradict or
undermine assumptions within the Pathways model, or that could be incorporated into the Pathways
model to improve and enrich it.
The literature review undertaken at the outset
of this work turned up several practice features that
were referenced in multiple sources, though these
were not referenced as frequently as the shared features that are referenced repeatedly in this article.
These features point both to potential limitations of
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the Pathways model and to possible implications for
behavioral health.
One of these features was encouraging and
supporting civic participation, particularly including participation on boards and advisory committees that make decisions and create policy regarding services and supports provided to emerging
adults. This recommendation is clearly related to a
key theme from both the positive development and
disability policy literatures,70,88 namely, that efforts
to improve outcomes should not rely exclusively on
changing the individual (e.g., a program or intervention participant), but should also focus on changing
social, community, and service environments so
that they are more supportive of individuals’ social
integration and well-being. This also resonates with
a theme from emerging adults’ personal experiences that was prominent in conference discussions
focused on the Pathways model.60 The young people
in attendance stressed the beneﬁts they had experienced in their own lives as a result of opportunities
both to change existing environments—for example through legislative advocacy or participation on
policy- making committees at the agency, local or
state levels—and to create completely new environments—e.g., drop-in centers and leadership programs run by and for emerging adults with SMHCs.
The Pathways model as currently constituted includes a reference to building positive connections
to society and skills for civic participation; however,
this aspect of the model is not well developed and
should be considered as a limitation. More research
on the ways in which emerging adults’ lives are enhanced as a result of changing their environments
is clearly needed, and could help to clarify whether
work that targets changing the environment is best
promoted by enhancing this focus within existing
programs or interventions, and/or by creating entirely new ones.
Another feature that was referenced in multiple reports was providing services and supports
in a manner that is accommodating toward and
supportive of the young person’s culture(s). The
Pathways model lacks a speciﬁc focus on cultural
appropriateness, and this must be considered as a
limitation. Theories that include a focus on self-

determination and related constructs—as the
Pathways model does—have been criticized on the
grounds that they are relevant only within individualistic cultures (typically contemporary mainstream
Western cultures), and not within more traditional
or collectivist (sub)cultures.81,89–92 While this controversy persists, proponents of theories that see the
development of agency and skills for goal-directed
activity as a key features of successful maturation
cross-culturally have presented various arguments
pointing to the relevance of these features even
outside of mainstream Western culture.79,87–89 An
important aspect of this literature is that it presents a more nuanced view of exactly what agency
or self-determination means, and an appreciation of
these subtleties might be helpful for providers using Pathways-like approaches with emerging adults
from diverse cultures. This controversy is far from
settled, however, and other researchers and theorists have presented well-founded arguments that
express skepticism regarding the appropriateness of
applying self-determination theory to work with individuals in more traditional or non-Western (sub)
cultures.92 Until further research is undertaken,
it will be difﬁcult to know the extent to which the
approach described in the Pathways model is appropriate or helpful for young people from diverse
backgrounds. Fortunately, emerging theory and research is beginning to provide guidance to the ﬁeld
regarding when and how empirically supported
interventions should be adapted for use in diverse
cultural contexts.93
It is important to point out that the Pathways
model is based on a review of literature that focused
almost exclusively on only a subset of interventions,
namely those that rely on a professional provider
to develop a trusting relationship with a client and,
working through that relationship, to be the facilitator of change in the client’s life. While this is
certainly a very common approach to behavioral
health intervention in the USA currently, there are
other intervention modalities that are producing
promising results, that are consistent with a positive
developmental approach, and/or that are in high
demand among young people with SMHCs. These
other modalities take very diverse forms, such as,
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wellness programs (e.g., meditation, yoga, exercise,
diet, and recreation), computer-mediated interventions, group interventions (including self-help
groups), and various forms of peer support and
mentoring. Whether and when Pathways-type interventions are the most appropriate and/or cost effective—or if they should be offered in combination
with other interventions—depends on research that
examines a full spectrum of support, treatment and
care modalities.
Finally, it is also important to note that Pathways-type interventions will encounter great
difﬁculty in helping young people achieve positive
outcomes unless the larger context—including the
service system and the policy and funding environment—promotes opportunities and provides
the kinds of resources that allow young people
with SMHCs to meet their basic needs and make
progress on goals they have prioritized. Pathwaystype interventions and programs will likely have
the greatest chance of success in communities in
which stakeholders work together to provide young
people access to, for example, safe places, affordable
education and housing, job opportunities and employment support, health care, and complementary
services such as specialty mental health services,
drug and alcohol treatment, and medication management.94
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